which were matted together,, dis'appeared in six months under potass. iodide treatment. When last exhibited the enlarged discrete glands in the neck and inguinal regions were still present and had undergone no change.
(2) Infiltration of the Pharynx.-When patient was first seen the pharynx presented a semi-translucent swelling of the uvula, extending over the greater part of the soft palate; it was solid, rigid, and leathery in consistence. This did not vary in appearance until March 12, two months later, when the infiltration was observed to be gradually extending downwards along the posterior faucial pillars. (Compare condition seen in the watercolour drawing of February 15 with that of March 20.) There had been no signs of ulceration or miliary deposit.
(3) The tonsils' were not enlarged. The microscopic sections of the (2) Dr. Halls Dally has shown (July 16, 1917) , by radiograms recent enlargement of, hilar glands with associated peri-bronchitis tuberculosa simplex and will demonstrate this at the Meeting (radiogram of chest will be shown).
(3) A definite tuberculin reaction was obtained on June 26, after *diagnostic injection of 0 001 c.c. O.T., the temperature rising from normal to 101,2°F. (H. D.), whilst a few days later it was observed that the soft palate looked pinker, and more normal. On palpation marked softening of the infiltrated palate was observed, probably the result of the tuberculin injection (temperature chart will be shown).
( 
FIG. 4.
A transverse section of one of the lymph capillaries shown in the preceding section (i). Some of the proliferating endothelial cells contain two or three nuclei. Amongst the cells are a certain number of lymphocytes.
FIG. 5.
A multinucleated giant cell, selected from a group of proliferating endothelial c lis in a lymph capillary. It contains nine nuclei disposed peripherally (T'l oil immersion).
through the connective tissue are groups of closely packed plasma cells and lymphocytes; none of the groups in the two sections examined include any giant cells. The relationship of some of these groups with capillaries is clear, for they lie in their immediate vicinity. The capillaries in which endothelial proliferation is proceeding may be regarded as lymphatic, from their size (they are larger than the blood capillaries) and varicosity, and because those of chief size which contain a fine mesh of fibrin in addition to endothelial cells and lymphocytes, show no red cells nor polymorphs entangled in the mesh. The arterioles throughout the section are quite normal. The investing epithelium of the uvula is intact. The muscle fibres are unaffected. In regard to the glands, the epithelial tissue is normal; but there is an abnormal number of cells, lymphocytes, and plasma cells in the supporting connective tissue. Histologically, the lesion of the uvula is a capillary lymphangitis with an accompanying cedema and the presence of groups of plasma cells and lymphocytes in the connective tissue (S. G. Shattock).
No tubercle bacilli nor other organisms were found in a number of sections of the uvula stained (A. N. Leathem). (c) The Cervical Gland.-This contains one or more caseous foci in which chromatolysis has occurred; these are surrounded with well advanced fibroblastic tissue; the giant cells lying in this fibrosing zone are few, but some are quite typical of a tubercular lesion (S. G. Shattock).
(d) The Inguinal Gland.-The section shows areas of endothelial proliferation, but no giant cells. There is no caseation (S. G. Shattock).
These lymphatic glands were kindly removed for me (during my absence) for microscopic examination, on July 20, by Mr. Norman Patterson.
(6) Inoculation of Guinea-pig.-Report: The surface of the piece of tissue was sterilized by careful searing. The tissue was then minced and implanted subcutaneously into a guinea-pig. The guinea-pig was inoculated on July 13, and killed on October 16, and showed no signs of tuberculosis, either at the seat of inoculation or elsewhere. The guinea-pig weighed 650 grm. at the time of inoculation, and 870 grm. when killed (A. N. Leathem).
Note.-With regard to the title of this case-i.e., " Lupoid Tuberculosis," the term " lupoid " was employed to differentiate these cases, intermediate in degree between the two types of tuberculosis and lupus -i.e., to describe the clinical appearance-viz., a deep infiltration of a lupus character, showing no evidence of miliary tuberculosis or ulceration. The retention of this title has since been approved by Professor Shattock.
I suggest that it would be more accurate to describe the case as "Primary tuberculosis of the nasopharynx and pharynx, in the latter position being of a lupoid type, and affecting specially the uvula and soft palate."
DISCUSSION.
The PRESIDENT: Dr. Irwin Moore has taken much trouble with this case, and has been well warranted in doing so, because we are not clear as to the significance of the appearances. On the one hand, he adduces evidences of the presence of tuberculosis, and, on the other, the Wassermann test came out strongly positive. Are we to regard the appearances in the pharynx and larynx as tubercular or as syphilitic? I am unacquainted with tubercular manifestations such as here seen, but I have had two or three cases similar in aspect in which congenital syphilis was undoubtedly present. I would therefore regard the case as one of congenital syphilis of the throat in a tubercular subject. I think Mr. Hunter Tod and Dr. Lambert Lack have also shown cases with similar appearances in syphilitic patients.
Sir STCLAIR THOMSON: I suggest that Dr. Irwin Moore treats this patient more thoroughly for syphilis and reports to the Section.
(Professor SHATTOCK, F.R.S., demonstrated the slides of the case.)
Professor SHATTOCK, F.R.S.: We must allow that pathologically this is an obscure case. It is obviously a mixed one of tuberculosis and syphilis; but the problem to settle is whether the local condition is due to a tubercular or to a syphilitic infection. I am inclined to view the chronic cedema of the uvula and palate as having a tubercular genesis for the following reasons: (1) It was originally continuous with the site of the adenoid disease of the nasopharynx, which is, histologically, undoubtedly tubercular: a post-operative infection can be excluded, therefore, as a cause of it. (2) The secondary disease of the cervical gland is tubercular. (3) The condition improved after subcutaneous injections of tuberculin. The chief histological feature in the uvula is the remarkable proliferation of the endothelium of the lymphatic capillaries, some of which are quite blocked; amongst the large endothelial cells there are no red blood,corpuscles nor polymorphs, but a moderate number of multinucleated cells, some containing two or three nuclei; and one as many as nine, peripherally arranged. The microscopic findings suggest that the disease of the uvula is due to the transference of tubercle bacilli by the lymph channels, and their subsequent location in the lymphatic endothelium, with a resulting endothelial proliferation, and a scanty giant-cell formation-a tubercular capillary lymphangitis. The improvement under tuberculin injections points to a tubercular genesis of the lesion, in spite of the fact that no tubercle bacilli (nor other organisms) were found in sections of the piece of the uvula removed at the first operation; and that no tuberculosis was set up in the guinea-pig inoculated with the second, basal, portion of the uvula excised. Short of an actual transference of bacilli, the changes might be attributed to the access of toxin produced in the nasopharyngeal tubercular lesion. This would put them ietiologically on a line with lupus erythematosus, whether of skin or buccal mucosa, many cases of which presumably result from the action of tubercle toxin apart from a growth in loco of the tubercle bacillus, since a large proportion of the subjects of lupus erythematosus are tubercular, although the lesion as a rule contains no tubercle bacilli; yet not only may giant cells occur in lupus erythematosus, but tubercle bacilli have been found in some cases. Clinically the amelioration of lupus erythematosus is not to be observed under the use of tuberculin. This suggests that the condition in Dr. Irwin Moore's case is more than toxic, and that there may be bacilli, few and far between, in the tissues. The alternative view would be to regard the cedema as due to syphilitic infection, and to look upon the presence of the adenoids and their tubercular infection as things independent of the other condition. There is one point in conclusion which I venture to suggest in connexion with the cases of chronic cedema occurring in the adult, and that is whether some may not have a gouty pathogenesis. I do not mean that the tissue would show microscopically the cell proliferation, necrosis, and deposition of urate occurring in a proper gouty lesion, but whether the condition may be a manifestation of what is clinically sometimes called " goutiness."
Dr. IRWIN MOORE (in reply): The patient has not had any treatment for syphilis. Since he was exhibited here he has lived in Devonshire, and had no treatment of any kind. My conclusion is that tuberculosis is the main factor in the case, superadded to congenital syphilis. It is my intention to give the patient antispecific treatment, as suggested by Sir StClair Thomson.
